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l An recertification Survey wag conducted from
dune 22, 210, through June 23, 2010, utilizing (
the fundarr enta) Sufvey process, A random
sample of (hree clients was seiectad from 3
Popuiation >f six majes with various leveis of
- mental retardation ang disabilities,

The findings of the survey were based on
l observations at the group home and two day , /\)\

programs, i verviews with staff, and the review of QUL \ \ ({0
clinlcal and rdministrative fecords including M % b

incidant rep arts, GOVERNMENT OF THE DISTRICT Of COLUMBIA
W 120 483.410(d)(3) SERVICES PROVIDED WITH W 120 DEPARTMENT OF HEALTH

NORTH CARiTOL ST, N.E, 2NDFLOO
 The facllity riust assure that outside services WASHINGTON, D.¢. 20002
, meet the nexds of each client.

|

This STANDARD ig not met as evidenced by [
’ Based on observation, staff interview &nd record

review, the fucility failed to ensure optside

’ services met the clients needs, of one client
l included in tf e sample, (Client #1)

{ The findings nclude:

l l. On June 22, 2010, beginning at 12:06 p.m,, 1. | QMRP visited the day program and an Tn-gervice | 07-15.10
j Client #1 was observed at his day program. At with the staff of the Day Program regarding
'1228p.m., te day program staff assisted the fect olcvation protocol, was done on

] cllent o &it dewn, A step stool was positioned July 15, 2010, QMRP and House Managcr will

Hight!y under the client's chair, make monthly visit to ensure proper imp lementltio%

of the pragram. An updated copy of the protosal w
also provided to the day program at the time
& 1:10 p.m, raveaiod Chent #1 fras an erder o | ) (Sec Attachment A1)

y deficlency statemant anding with an peterigk {*) derolas o deficigncy which the ilathution y ba wxcused from Sairecting providing it is demrmined that
87 Safegunrds provide suffick nt protaction to the patients. (See nstructions.) Exeapt for hursing homes, the findings siated above are disclosable 90 days
owing the date of Survery wha har or ol 3 plan of comection is Provided. For nuraing Homes, the shoye findings and plans, of cormction ane dlsciosable 14
s following the date thess dn Jameniy are mads avaliable to the facility. ‘if deficencies ara cited, art approved plan of carrection Is requitite to continued
gram participation,
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elevated witen seateqd during the day."

The faciiity failed to ensyre that day program staft
' encouragec Client #1 to eievate his feet as
‘ prescribed,

I 2. Interview with the day program RN an June 22,
2010, at 12:40 P-m., ravesled the day program
did not have- a current individual support plan ]
i {ISP). Furtrer interview revealed that the RN
, made severs| attempts (o retriava the client's ISP,
| Record raviiw on the sgmg day at 12:47 pm,,
revealad the RN gant three notes to the Qualified

requesting the client's current ISP.  Further review
revealed an ISP dated July 17, 2008, In an ,
interview with the QMRP on June 23, 2010, at {
approximate y 2:30 p.m., she a ed that
the day prog am did not have a current ISP,
W 130 , #3.420(3)(7) PROTECTION OF CLIENTS
IGHTS

l The facility must ensure the rights of 3ll clients.
[' Therefora, this facilty must ensure privacy during
traatment an¢! care of Personal needs;

, This STANDARD s not met 83 evidenced by:

! Based on ubsgsrvation and interview, the facility
| failed o ensuie Privacy during personal Needs,
for one of the six ¢lients residing in the faciiity.

l {Ciient #6}

i The finding inc ludes: '
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W 120 I Continued From page 1 [ w 120! ’
[ the stap stoo. ’
On June 23, 201 0,8t 10:23am, review of Clignt
#1's physician order dated, June 1, 201p, l
revealed an order for the client to "keep legs

|

2. | Acurrent iSP was provided to the day program
on Jaly 15, 2010, QMRP will ensure that all the
J required documents at the day progeam are up to
datc and available during monthly visits. An
In-Service training was completed with QMRP
by Program Manager on 06.28-10

Program Manager will manitor for eompliance

' on regular besis through calls and visits,

{See Attachment "A2" and H)

07-15-2010

06-28-2010

|
. |
| #
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W 130,‘ Continued From page 2

On June 22, 2010, at 7:38 am., Client #6 was (
’ obsarved titting on the toilt with the door wide |
open while the direct care staff Was assisting

’ other clienis with their breakfast. Af7:45 am,

i the qualifie § menta retardaion professionat

1 {QMRP) willked by and closes the door. When
interviewed at approximately 10:30 a,m., the

’ QMRP ack, Towledged that Client #5 was not

( Provided pr vacy while using the bathroom.

There was 110 evidence that staff ensyred privacy
duning Cller t #6's personal care,
W 153 483.420(d)(2) STAFF TREATMENT OF
’ CLIENTS

’ The facility rnust ensura that eff allegations of
m er i, neglect or apuse, ag well as
Injuries of uriknown source, are reportad
immediately to the administrator or to other .
officials in accordance with State law through
) astablished |)rocedures,

|

| This STANGARD is nof met as evidenced by:
Based on intirrview and review of the clent's
records, the acility failed to ensure that all mjuries

’ immediatsly 1o tha administrator and to the State
agency. for 0.1e of the thee clients included in the
! sample. (Cliants #1)

, The finding inciudes: l

! Review of Client #1's day program nursing nate
dated January 11, 2010, g June 22, 2010, at
approximately 1:15 p.m., revealeq that Clant #1 I

i was observed as soon as he entered his day

| program with a bryise on his forehead,

W 130 Lﬂm In-Service training wes done on 08.03-10 for ] 08-03-10

W 153

all direct care staff on privacy issues with the
individunls, QMR P/ House Manager will continug
to monitor on daily basis and alsg ro continue with ’
 fuartetly tmining and eetraining of all the ataff

!(Scc Attachment "B")

—_ i ]
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! . DEFICENCY;
w153 lC:'u""Ed F ;Oft::e p::a 3 ‘ W 153 [ An In-service training was done with QMRPand | 6-28-10
nterview v Y Program ragistered nurse ‘ House Manager by the Progrem Manager/ {
t(hRN) 0'};1“ ;m’hﬁg;g :}: Pmnfar:"ea'ef hat | | Ineident Management Coordinator an 06-28-10
© qualifie ation professional ) regarding policy and procedure of Teporting
’ (QMRP) was informed, _ j and following incidents, QMRP will make sure to
i report all incidents to Ingjdent Management
Interview with the QMRP on June 23, 2010, at
approximalely 3:00 p.m,. confimed &E day; | Coordinator at the time of the incident to cnsure
program made her aware of the client's bruise, ' that alf incidents as per protocol has been reported
| Further interview revealed there was ne incident and investigated. Tnejdent management coordinator
répart compieted for the bruise or; Client #1's ' , will monitor the facility on quartarly basis for
foreheag, ! compliance,
See Attachment "¢
There was ng evidence the facility raported tha ! (See Attac et )
injury of unk nown Origin to the administrator or o
the Departmrient of Health, :
W 194 ; 483.430(a)(}) STAFF TRAINING PROGRAM W 184 [
 Staff must ba able to demonstrate the skilis ang l )
techniques recessary to impiement the individual
program plais for each client for whom they are J ‘
responsible. ' (
lThis STANDARD s not met as evidenced by: ) ’
f Based on ob servation, staff interview and recorg
i verification, tia facility falled to demonstrata
' Competency .n implementing clients eating
Precautions g rotocol, for one of the three clients
) induded in tha sample, {Client #2) ’ l ‘
.’ The finding includes:
i During maal cbservation on June 22, 2010, at I An Inservice training was donc on 08/03/10 with { 08-03-10
7:40 p.m,, Cllont #2 wag eating dinner, all staff regarding cating protocols, All protocols
f using his fingers. The client held a fork in his Wore reviewed and discussed, QMRP/House

fight hand anc( used hyg fingers to pick up the rice,

broceoti and njeat While the client was eating
J the rice portion, the staff agked the client ko use
’ his utensils, to no avail, As the cllent ate thy

|
|

i Manager will cnsure proper impletientation of the
] protocols by monitating fobserving and filling & '
| meal fimc observation sheet and reviewing the '
| _data with Program Managor on monthly basis for i

|
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W 192 Continued From page 4 W 194 three conse%ive mon ‘

broceoli ar of meat with his fingers, there was no
st=ff intervention. Afer the client complated his |
food, he scraped the plate with his fingers and
began o ik his fingers clean. By the time, the {
Program di-ector assistance intervened, the plate
J Was cleanad. Afer staff intervention, the client
wag observed taking his plate to the kitchen sink
and sitting on the sofa, The cllent was Observed
Rringing focd up and chewing on the food
(ruminating his food), The ditact care staff
attempted 43 get the client to drink & cup of water. 1

Interview with the
12010, at 7:55 p.m,, revealed
ruminates h s food.

, Review of the Client #2's eating precaution
protocol datid February 9, 2008, on June 23,
2010, at 11:10 a, m., revealed the following
guidalines: ‘

direct care staff pn June 22,
that the chent [

- provide ver ya| prompting to put your spoon
down {0 help reduce hig rate of eating and
decrease the amount of food that the ciient puls
in his mouth;

J - aitemating riollds with sips of a beverage is 3
good way to «lear his mouth; however he usually
Prefers to driik after his meal:

- éncourage Hm iz use g napkin to wipe his
Mouth after i outhful: ang

- @8dd spme juice (o his water sp the client will
consume afte - his mea,

interviaw with the qualified mental retardation ’
professional and assistant Program director on
!'June 23 2010, at approximately 11:00 a.m.,
_ L

Ses Attachment "D1"

|
If

ths,
nd "D2",
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W 194 | Continued From page 5 [ w 194)
confirmed that the facllty failed 1o imploment | ]
[ Client #2's aating protoan!, :
W 249 : 483.440(d] (1) PROGRAM IMPLEMENTATION W 245
A% 800N a3 the interdisciplinary team hag ’
lormulated a cllent's individual program plan,
each ciient must receive a continuous active
treatment program consisting of nesdag
! interventions and services in sufficlent number
and frequercy to support the achievemnent of the
Chjectives kientified in the individual program
1 plan.
This STANLARD is not met as evidenced by: ’
Based an otservation, staff interview and record
verification, ' he facility failed o ensure continubys ,
active treatnient, for ane of the three clients in the
sample. (Client #2) ’
[ The finding includes: '
Tre facility siaff failed to implament Client #2's An In-Service training was dang with all direer | 03-03-10
communicatian individual Program Plan (IPP). cate staff on 08-03-10 regarding progam
3 . implementation. QMRP/House Manager will
l g:;ewa::g: xe‘:’u:gﬁ% 23:: it:lt'l'iss?go;:t?f' l monitor the above and also will retrsin stafFon
’ ponsz; slicks and iightg‘! wheel) In front of f quarterly or 23 needed basis to cnsure proper
Client #2 and ssking, "which one wouid you fike". ’ implementation f program a5 putlined. Pt:ogmm
1 Client #2 was observed taking the box of popsicle Manager will check program implementation l
sticks and pulling them under the sofa. Several | during routine visits.
i Minutes |ater, the direct cara staff was observed (Sec Attachment E) l
retrieving the .>ox from under the sofa and aski
the client agai, "which one would you like*, The '
client was obs erved Pushing the items away and
: waiking arounj the faciity. ! l
| Interview with he direct staff indicated that the | ‘ :
m—aws.mme-m Pravious Vi rsions Obsclety Evenl ID:WLNQ11 Faclity iD: 009G 182 If cantinugtion sheet Paga @ of 45
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W 249 Continued From page s

client likes to play with the
will usually solects them

revealed a

W 249

Review of Ciient #2's |pp dated August 21, 2009, ’
. 0N June 23, 2010, at approximately 1:00 p.m., '
program objective which stated, ‘Tthe

client) wili L se & picture exchange system to

popsicle sticks and he J

OXpress a r eed, want, or desirg with 25%
independer ce wihin pne year. Further review of

the task aniiysis sheet indicated that the should

implement ihe program as follows:

[ = staff will give him a picture of the client using the
| POPSiCla sticks or a buzzer, |If the cllent does not
, accapt the [icture, staff should place the picture

[ in his hands- 1

" - staff will Prampt him to look at picture; ,

[ - staff will say the phrase, "[the cilent] has the
' sticks or buzzer;

‘ +{the cliert] w3l hand the picture back to the staff
if {the client) does not give the picture back, staff l
| should provice hand over hand assistance:

[ - staff wil giv him the object in the picture; ang
| - taff wil document the cisnts Performance.
l interview with the qualified mental retardation

| professional {OMRP)on June 23, 2010, at
' approximatel 1:10 p.m., confirmed that the staff

ary pictures as
There was no avidence tha

the program instructs,
tthe staff

imple mentad (fient #2's
W 252 l 483.440(e)(1) PROGRA

|. Data relative tiy accomphishment of the criteria

communication goal,

M DOCUMENTATION W 2s2

|

—
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W 252 Continued From page 7 | wasz [ '
specified in client individug} program pian ‘
' bbjectives must be documented In measurable I ]
terms, | ,
This STANDARD s not met ss evidenced by ) ,
| Based on observation, intarview and record
review, the ‘acilty falled to ensure that dats was
coilected in the form ang required frequency, for
‘ one of the tivee clients in the sample. (Client #3) [
. ’ The finding ncludes: ]
fee trajni i i | 08-03-10
| On June 22, 2010, at 4:40 p.m., Client 43 was An fo-service training was done with al direat care | °®
| bbservad dri nking from a Gup sitting on the living staff on 08-03-10 by the Psychologist regarding
room table. The direct care staff asked the client . . lon of Behavin
! 10 STOP ancl removed the cup frem the client's propertervention and documeatation o c e
hang, Support Plan, QMRP and House Manager will I
, monitor the above o daily basis, Alse QMRP/ l
] intandew wit the direct care staff on June 22, O
2010, at 5:1C p.m., Indicated that Client #3 hax a House Manager will retain staff on quartrly to
( behavior support plan (BSP) to addresg behaviors ensure proper implementation of program. Program
of food steaii b l Manager will eheck program implementation dun'nd
‘ Record verifi:ation on June Zg, 2010, at 9:10 ‘ [ routine visits,
Sans eveale] Client #3's BSP dated Apr 12 ! F
2010, that identified g maladaptive behavior of ‘ ' (Sec Atttchmen: F)
] food stealing. Accarding to the data coliection
instructions, staff are 1o document all Incidents in , )
l the Behavior | anagement section of the ;
Individual program plan (IPP) book. Further | j
| review of the «lata chart on Juna 23, 2010, at 9:4¢ '
| 8-m. reveaied that the cllent had na behsviors 1
! documented ¢f food stealing on June 22, 201p,
, Interview with the quaiified menta| retardation
professional eonfimed that the staff failed 1o r
| document Client #3's Incidant of food stealing. |
Eems.zsarmm Frevious VA i Otmolete Event [D:WLNG11 Faénv 10: 00G 183 ¥ continuation sheet Page 8 of 15
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There was no evidence that data had been
Coliected i accordance with the client's BSP,

i which was nacessary for a functional assessment
of the clienl's prograss,

483.440(1(3)1) PROGRAM MONITORING &
CHANGE

The committee should review, approve, and
moniter ind vidual programs designed o manage
inapproprigle behavior and other programs that,
in the oplnin of the Ccommittee, involve risks to
client protection and rights,

W 262

—_—

R

This STANDIARD is not met as avidenced by:
Based on inlerview and record verification, the
faciity falled 1o ensure that resirictive measyres
had been af proved by the Human Rights
Committee (HRC), for one of three cliens in the
sample. (Clent#2)

The finding i wludes:

-{ Minutes taken at Meetings of the facility's HRC for
the period June 2008 through June 8, 2010, were
raviewed an June 23, 201 0, beginning at 12:25

| .m. Review of Cient #2's mecical coant oo —one

| 22, 2010, beginning at 9:45 a.m.,, revesled the
following ordiws for sedation;

, - Alivan 3 mg prior bo an ENT appaintment

‘ scheduled for June 7, 2010;

| - Attvan 3 mg prior ta & dentai appointment
' scheduled on June 2, 201 Q: and

- Ativan 3 mg prior o an audiolegy appointment.
| Interview with the qualified mentat retardation |

Wwas2

w262
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WASHINGTON. DC 20019
x4y Ip | Sy MMARY STATEMENT OF OEFIGIENGIES ] FROVIDER'S PLAN OF CORRECTION -
PREFIX (EAC DEFICIENCY MUST BE PRECEDED oo FULL ' !
TAG REGUL/TORY OR LSC IDENTIFYNG INFORMATION) ] P?f;u , cn%:@é:;ﬁégﬁ o ﬁé‘&%ﬁn&% l =
_ | o [ ! DEFICIENGY;
W 262 ,| Contihuee From page 9 [ W 282 | HRC minutes dated 6-8-)0 were atitended to ’ 7<8:10
prafessior al (QMRP), and fyrthey record revisw | inchude the discussion and approval ofclicnr.
on June 233, 2010, at 3:00 P-m., revealed that J #2's sedations as it was revigwed at the Mecting
Client #2 raceived the Sedations v addrees his but not included by mistake in tha HRC summary
non-compliance behaviors Prict 10 the medical } i by QMRP, In-Scrvice and review of the HRC
appointmets, Fyrther inferview with the program { ] minutcs with QMRP by Program Manager was
‘ dlfectﬂl' a‘ 4:00 p m ]mlcabd that the HRC 1 H ﬂﬂ‘l‘lducted on 07"08”0 to include all infomaﬁon on
I3cussed he client's sedations, however there ’ . : ; R
’ scdation and medical appts for review by HRC
Was no evidence that the HRC approved the yse A . .
of sedations for Client #2 ) Program Manager will review minutes prier to
w 336' 483.460(c) 3)(ii)) NURSING SERVICES W 336 ’ ﬁl;;lg H!?C min:ntcsh:: ;n:su; th::f :::::scussed
' information are inc in the .
I'Nursing seivices must inciude, for those clients ‘ (Sce Attachment G1 and G2)
l cenified as nat heading a medical care plan, a |
review of thair health status which must be on g ] I
1 quarterly or more fraquent basis depending on <
! client need. ‘
| This STANCARD is not met gs evidencad by, ]
| Based on staff intarview and racard review, the '
faclity's nuniing services failed 1o ensyre ]
| consistent iniplementation of quarterly reviews,
| fof one of thiea clients in the sample. (Glient 44 ) | |
| The finding inciucies: | J “
' Review of Client #1's medieal record on June 23, ’ Nursing quarterly in question was retricved from  ; 06-23-10
 2010. 2t 10:50 a.m,, revealed an annug| nursing | oo office at the time of the survey andwas | &
| assessment ated June 25, 2009, Further review : i i | 07-21-10
| placed in the book. This was an overs ght by
’ ofthe client's record revealed thera was no MRP. An Tn-sefvios training was dore by the ]
nursing quartsry assessment in the recorg prior ] QMRP. 1-10 om -Rennd
‘ to December 8, 2009 Interview with the Qualified Program Maanﬂ on 07-21-10 ?‘n eco ‘
Mental Retaration Professiona] (QMRP) on June ' keeping and filing of documents " QMRP wilt
,' 23,2010, af approximately 3:30 p.m., revealad | check the boaks on quarterly basis to make sure 3",
| that nursing g uarteries gra required {0 be information arc filed and arc curtent, Program [
, compiletad every quarter (3 months). | Manager will do audit of books on quarterly basis |
W 435 | 483.470(g)(2) SPACE AND EQUIPMENT W436| (50c Anschment "t ‘
," The facility mu st fumish, maintain in good fepair, [ [ Il
r— H .
M CMS-2567(02.99) Previam V srmiona Onsotels Event ID: WLNG11 Faciity iC: 00G 143 f continuation shaet Page 10 of 15
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W 438

and teach clients to yse and to make informed
] choices at out the use of dentures, eyeq
I hearing anJ other communications aids,
l and other tlevices identified

interdiscipi nary team ag needed by the cliant

I
|
Continued From page 10 [
|
|

by the

This STAN JARD is not met as evidenced by: ]
| Based on bbservations, staff interview, and |

i‘ for wo of the three clients included in the sample.

l The findings include;

p.m., Client:#1 wes observed having e snack_
| During the neal he was observed drinking from a
' SiPpY cup wirh handles, At5:05 p.m., during
dinner observations, Client #1 was observed
 using a sippy cup with handles. During the '
feati P.m., Client #1
medication with
CUp. As the client /

consumed tha water, the fiquid was obsaryed
running out of his mouth and onto his shirt,

Interview witt LPN, ater the medication J
| administration, indicatee that ol the chents usad
the samre typus of CUp and no one useg adaptive ]
' drinking cups duting the medication
| administratior , ,f

‘ Acconding to (lient #1's Individual Support Plan

[ {ISP) dated July 17, 2009, on Jung 23 2010, at |
1:30 p.m.. itwas recommended and confimed ,
Il that the client should consume al his liquids from |

l1. Mealobsanrationson.lune& 2010, st4:15 ' 1&2

’ An In-service training was conducted withnurse | 07.06-10

on use of adaptive equipment on 07-06-10.
J' Nursing staff is using adaptive equipment for
J individuals (. - sippy cups, special spoons or ‘
other necdful devices) !
, QMRP and House Manager will monitor the l!

above or daily basis. Alsp registercd nurse and
Program Manager will check unannounced for I
I implementation of above,

/ (See Attachment I} l

- z
, :
|

| j

R CMS-2587(02.95) Pravioys v wsicns Obaolete Evert ID:WING11

Facifly ID: 096183

If conlinyation sheet Page 119118
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X4y |
PREFIX
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|

|
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THE APPROPRIATE

W 436 Continued From page 11

a sippy cur.

bserved

Cup. As the client consumed the water, the liquid
was observed running out of his mouth, down his
chin and on o his shirt. Further obsarvations
revealed the client coughing after he consumed
the liquids, At 7:40 p-. during dinner
observations, Client #3 was observed drinkin his
beverage u:inga sippy cup with handies.

tnferview wity LPN, after the madication

administraticr, indicated that afl the clients use

the same tyr e of cup and no one used adaplive

feeding cups during the medication
administration,

_l Review of Client #3's medical record indicated a
diagnosis of pral dysphagia. Further review of
Client#3's feeding protocol dated March 10,
2010, on Juni 23, 2010, at approximately 9:50
a.m., recommended the following feeding
adaptive equisment: sippy cup, sectional plate,
plate riser, et..... According 10 the Individual
Support Plan (ISP) dated March 18, 2010, on
June 23, 201(), at 1130 a.m., confimed the
following adajtive equipment: sippy Cip with
handles, weig1ted teaspoon, divided piate, piate
riser and slip 1esistant mat under plate,

Interview with the GMRP and program director on
| June 23, 2010, =t approximately 4:00 p.m..
, confirmed that clients #1 and #3. the should uge

|

|

|

|
|
|

W a3s!

i
t
1 GOWLNETIDN
DATE
|

RM CMS-2667(02-99) Previous Vi ralons Obscrom

Event 10: WLNO 1

Facity 1D: 00Q 183
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W 438 ! Continued From page 12 I w 436( |
the adaptive sippy ¢up during medication j . [
administra jon, as well, l , l
At the time of the survey, the facility's nurse failad l ,
! to ensura clients untilized recommended adaptive
equipment during medication administration, ! |
W 44p l 483.470()( 1) EVACUATION DRILLS W 440 ]

’ The facility must hold evacuation drills at least
’ Quarterly fo" each shift of personnel.

This STANDARD is not met as evidencad by:

. Based on inlerview and racord raview, the facility

| failed to holif evacuation drilis at least quarterly
for each shrt of persenne), for one of the seven

shifts of duty reviewed.

The finding Includes;

I Interview wity the Qualifiad Mental Retardation

' Profassional (QMRP) and review of tha staffing
pattern on June 22, 2010, at 10:20 a.m, revealed
i the following staffing patitem:

I Sunday - Saturday

'8:30a.m, -2 30 p-m.;

! 2:30 p.m.-10:30 p.m.:
10:30 p.m, - 13:30 a.m:

Monday-Fridsy
|€30am. -10 30 am.
l 10:30 a.m. -£-30 p.m.;
2.3 p.m. to 10:30 p.m. ang
, 10:30 p.m. to 5:30 a.m.

| Review of the fire dril log revealed that the

weekend shift for 6:30 2.m.-2-30 p.m,, from June
2008 to June 2010, fatad 10 2oy evacuation drils
|

|

An Tn-service was condusted with all staff on 07-29-10

7-29-10, for quarterly fire drills per shift as per
D.C.H.C policy, House Manager and QMRP wilt
review firc drifl reports monihly to ensure drills are
conducted on cach shift s roquired. Program

anager will review fire drill log on quarterly basis
FS/‘cc Attachment "D1] ")

|
=
|

|

|

|

| .

RM CMS-2667(02.95) Provious ¥ raions Obsomts

Ifcontinuation sheet Page 13015
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PRINTED; 0772772010

F There mus( be an active program for the ‘
i Prevantion, control, ang investigation of infaction ’
’ and commu nicable diseases

Based on of iservation, staff interview and record
review. the 1acikty failed to €nsum an active
program for the prevention and control of
infection, for one of the %0 clients included in the
‘ sample. (Clent#3)

| The finding i rciudes:

| The taciiity foied to ensure that Client #3 washed
 his hands priar 1o eating his breakfast

-’ On June 22, 2010, at 8.5 a.m., Client #3 was
observed entering his home and sitting at the
dining room table. Minutes later, the direct cara
staff was obgervad bringing a plate of faag and

| sitting it In front of the ciant, Seconds ater, the
" ciient began 10 eat from the plate. Intarviaw with

This STANDIARD ig not Met as evidencad by: J’

the Staff #1 a1 8:35 a.m.. indicated that Client #3
had been 10 t)a Iab to have hjs bloog sugar
Mdnitored,

' Interview with the Staff #2 on June 22, 2010, at
8:50 .M., cor firmed that she did not assist Client ’
#3 with washiiig his hands, prior to his braakfast,

’ There was na evidence that the staff provided
Proper infactian control pracedures prigr the f

' client’s meal ti ne, !

CENTERS FOR MEDICARE & MEDICAD SERVICES OMB NG os50%;
STATEMENT OF DEFIGIE wiies 1) PR SBUPPLI .
AND PLAN OF CORREGT o o DENTIFG o NUMBER 0% WLTPLe consThuc o P DATE survey
A BULDING OMPLETED
G183 B WING
e — osa1e 08/23/201¢
NAME OVIDER OR SUPPLIER STREET ADDRESS, CiTy, STATE, 2P cone
D C HEALTH CARE 8 WALNUT STREET, N
WASHINGTON, DC 20011
%8 10 SUI IMARY STATEMENT OF DEFICIENCIES
PREFIX ,, (EACH LIEFICIENGY MUST RE FRECEDED &Y Fuy [ m'eorux | (i FRo‘c"g: A owcﬁ?oofgﬁ.&tﬁw FLrion
TAG REGULATORY OR LSC IDENTIFY NG INFORMATION) ’ TAGJ CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICH
W 440 Gontinued From page 13 wm’
per shift per quarter, Thera Was no evidence that
i the facility el fire drills at least Quarterly for each
‘ shift of perionner,
W ass 483.470(1)( 1) INFECTION CONTROL W 455, An In-service training was conducted with all sty | 08-03-13
ont $8403-10 for infection cantrot and miversal

precautions for hand-washing. QMRFP and Houge |
Manager to abserve for implemeniation of above.
QMRP will conduct quarterly In-Service with all
staff an proper infection controt and wir eontinue
to monitor at differcnt times,

( Sec Attachment DI and D3)

| |

RM GMS-2587(07.8%7 Arwvious Yiraions Obsorate Evanl ID:WLNO11

Faalily D: 080G 189 If continualinn shoet Page 14 of 15
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1000] INITIAL COMMENTS

An re-licensuresuvey was conducted from June
( 22, 2010, tarough June 23, 2010, utilizing the fult

survey proiess, A
fesidents was selacted from
males with various lavals of
and disabili jes,

a population

The finding.; of the survey were based on
cbservation

incident rep rts,

-

3504.16 HCUSEKEEPING

Each GHMF
item of cloth
resident as indicated
Habilitation |*lan (IHP).

This Statute is not met as evidenced by:

failed to ensi
inconspicuot
residing in th.

're that clothing kems were
2 facillty. (Resldent ¥5)
The finding ir cludas:

On June 22, 1010 at 8:30 a.m., Resident
of the tube
with the di

SOCKS. Durirg)
2010, at 4:45 2.m., the qualified mental

retardation professional ang assistant program

random sampie of three
mental retardation

5 at the group home and two day
Programs, i terviews with staff, and the review of
clinical and sdministrative records including

P shall jabe| inconspicuously each
ing as belonging to 3 particular
in his or her Individua

Based on observation ang interview, the Group
Home for Meritally Retarded Persons (GHMRP)

sly, for one of the six residents

observed weiiring a pair of long white tube socks.
Resident #5's Initiais were writhen across the front
sacks in large black letters. interview'
rec! care staff confirmed that tha
resident's Initial's were written on the front of his
the exit conference on June 23,

1000

of six

1108

labelad

#5 was

An In-Service training was conducted on 6-28-10
by Program Manager to QMRP and Houac Marnager
on how to labe! clothes properiy with permanent
marker in such sway that individualz dignity and
privacy are trotected. QMRP will eheck individusls
clothes an weekly basis to snsure that they arc
weather appropriate and in good repair. Also will
cireulate unwanted clothing and maintain seasonal
clothing in theit drawers for usc,

(Sce Attachment "J™)

06-28.10

|

H
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COMPLETE

$108| Continued From page 1

director acinowia
initizls on his so

dged they also had seen the
cks.

1109

1138

1135 3505.5 FIR= SAFETY

Each GHMiRP ghal conduct simulated fire drilis in
order {o tes: the effectiveness of the plan at least
four (4) time:s a year for each shift,

This Statuts is not met as evidenced by:

Based on in‘erview and record review, the facility
failed to hok! evacuation drills gt least quarterty,
for six of the six residents residing in the facility.
(Residents 1.1, #2 #3 #4_ #5 ang #6)

The finding ivcludes:

Interview wit 1 the Qualified Mental Retardation

| Professional (QMRP) and review of the staffing
pattern on June 22, 2010, at 10:20 a.m, revealed
i the following staffing pattem:

Sunday - Sat irday
6:30am. -2:30 p.m.;
2:30 p.m.-10:30 p.m.:
10:30 p.m. - 6:30 a.m.:

Monday-Frids y

' 6:30a.m. 1030 a.m.

| 10:30 am. -2:30 p.m.:

! 2:30 p.m. to 10:30 p.m. and

I 10:30 p.m. to 5:30 a.m,
Review of the fire dril| log revegled that the

, woekend shift for 6:30 a.m.-230 p.m., from June
200% to June 1010, failed to hold evacuation drils

, per shift par quaner. There was No evidence that

J the facility hek! fire drills at least quartery for
each shift of pirsannel,

Jith Regulation AGminisitation
ATE FORM

wLNQ11
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| UEFICIENCY) I:
! 229‘ 3510.5(0 STAFF TRAINING | 228 !

Each training Program

shall inciuda, but net ba
" limited tn, 1 following

AR In-scrvice was conducred with ajl staffon 7-29-10
7-29-10, for quactetly fire drills per shift as per

D.C.H.C palicy, House Manager and QMRP will

review fice drill ceparts monthly to ensure drills are
conducted an each shift is required. Program

Manager will review fire drifl on quarterly basis

(See Attachment D1) J

| {f) Specialty areas relatad
residants tu be served incl

’ to, behavior man

| fecreation, otat
technologie::

10 the GHMRP and the
uding, but not limited
agement, saxualiy, nittrition,
CommMunications, and assistive

This Statuta Is
Based on olise
verification, he facility failed
demonstrated competa
residents’ m altima protoco],

residents in -he sampie. (R
| #3)

rot met as eviden

cad by
rvation, staff

nterview and record
to ensure staff

for twa of the three
esidents #1, #2 and
The findings Include:

1. During misal observation on J
| 7:40 p,m., Resident #2 was o

une 22, 2010, at
bserved eating

An In-service training was done on 08/03/10 with
all staff regarding eating protacols, All protocols

08-03-10

dinner, using his fingers, The resident heid a fork were reviewed and discussed. QMRP/House
in his right hend and used his fingers to pick up Manager will ensure proper implementation of the
the rice, broczall and Meat. While the resident )
was eating the rice portion, the staff asked the Protocols by manitoring /abserving and filling

f I‘eSi'gent to use his utensils, ta ne aval;ll As the meal time abservation sheat and reviewing the
resident ate fiie broocgi and meat with his

fingers, there was no

staff intervention. After the

data with Pragram Manager an monthly basis for |

ths,

resident comyieted hig food, he soraped three consecutive man

l with his fingers and began to iick hig fingers {See Attachment D1 and D2) |
clean. By the time, the program director l

l intervened, tha plate was cleaned. After staff

‘esident #2 was

a8 observed bringing food up and
chewing on th: food (ruminating his food), The
| direct care staff attempled to get the resident to '

drink & cup of water. .
aMth ﬁagul?t]nn Adimstratiol l

ATE FORM WLNO11 ¥ continuation sheet 3 or o
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" Intarview with the direct care
2010, at 7:56 p.m., revealed
' Fuminates (iis food,

staff on June 22,
that the resident

Raview of tve Resident #2's eating precaytion
- dated Febniary 8, 2009, on Jung 23, 201 0 at
’ 11:30 a.m., revegled the foliowing guidefines;

[ = Provide verbal prompting to Put your spoon

* down to hel» reduce his rate of eating ang
dacrease ths amount of food that the resident
Puts in his nyouth;

l - atemating solids with sipsof a beverage is a
gocd way to clear hig mouth; however ha usually
prefers to drink after his meal;

~ encourage him to use a napkin to wipe his
Mouth after inouthful: ang

' - 3dd some | Jlce 10 his water 50 the resident will
] consume aftw his meai,

Interview witl) the qualified Mental retardation
professional and assigtant program diractor on
June 23, 2017 5t approximately 11:00 am,,

i confirmed thiit the facility failed to implameant

{ Resident #27 eating protocol,

[ 2. Meal obsesvations on June 42, 2010, 3t 4;15
p.m., Residert #1 was observed having s snaci.
During the rmual he was observed
8ippy cup with handles. At5:05 P.m., during

f dinner observalions, Resldent #1 was observed
Using a sippy up with handles. During the
medication ot servation 8t 6:35 p.m,, Resident #1
W3t Observad Lonsuming his medication with

| water provide! in a styrofeam cup, As the

drinking from a

228

2&3  |An In-service iraining was conducted with nurse
on uzc of adaptive cquipment on 07-06-10,
Nursing staff ig using adaptive equipment for
individuals (c.g - sippy Qups, special spoans or
other needful devices)

QMRP and House Manager will monitor the
above or daily basis, Also registered nures and
Progtam Manager will check unannounced for
implementation of above.

{Sce Attachment I)

.} 1-6-10

|

I Resident consumed the water, the ikquid was
ralth Regulation Admiristratio i
ORM
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B

Interview w
( administrat
used the sg

3. During m2al obsarvations on June 22, 2010,

at8:30a.m

i obsetved dri ing his beverage using a sippy cup
with handles j
at 7:00 p.m., Resident #3 was cbserved

consuming

water, the iiq Jid was obsarvad running out of his

' @ Styrofoam cup, As the resident consumed the
mouth, down his chin and onto his shit. Further

] bbservation

he consumec the liquids, At 7:40 p.m during
dinner absen ations, Resident #3 was obgerved
drinkin his be /erage using a sippy cup with

l handles,

‘ interview with LPN, after the madication

i admlnistralion, indicated that a1l the Residents
l use the same type aof cup and no one used

| @daptive feeding Cups during the medication

I administration.

I Review of Resident #3's medical record indicateq
| @ diagnesis of oral dysphagia. Further review of
" Resident #3's feeding protocol dated March 10,

2ith Reguiation Admyiniatration

ATE FORM

Continued From page 4
observed FJnning out of his mouth and onto his

adaptive drinking Cups during the medicstion
administratisn,

According t Resident #1's Individual Support

I Plan (ISP) dated July 17, 2008, on June 23,
2010, at 1:33 p.m., it was recommended and

confirmed tt at the resident should consume ali

his liquids frym g sippy cup,

1225

ith LPN, after the medication
on, indicated that gl the Residents
me type of cup and no one used

» @nd 4:15 p.m., Resident #3 was
During the medication observation
his medication with water provided in

& reveaied the resident coughing aftar

¥ contiouation shaet § of 9
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J 2010, on June 23, 2010, at spproximately 9:50
a.m.,, reconimended the following feeding
adaptive ecuipment: sippy cup, sectional plate,
ing te the Individyal
Support Plan (ISP) dated March 18, 2010, on
June 23, 2C10, at 11:30 am,,
! following adaptive #quipment: sippy cup with

plate riser, nte.. .

handles, weighted teaspo

Interview wilh the QMRP and

June 23, 209, at approximately
confirmed  at Residents #1 and #3, the should
use the adaptive slppy cup during medication

’ administrati 1, as well.

| At the time of the survey, the facility's nurse failed
to ensure residents untilized recommended
I’ adaptive equipment during medication

administration.

I ‘37( 3521.7(g) HABILITATION AND TRAINING

The habliltation and training of residents by the
GHMRP shal inchide, when appropriate, but not
I be limited to, the following areas:

books, newspapers, Magazines, radio, television,
telephone, ani such Specialized equipment as

may be réquirad);

This Statute i not met as evidenced by:

| Based on obsirvation, staff interview and record
review, the Gnaup Home for the Mentally
Retarded Persons (GHMRP) falled to provide

on, divided plate, plate
riser and sl resistant mat under plata,

I‘ (9) Communi :stian (including language
development and usage, signing, use of the

' telaphone, let'er writing, angd availability and
utilization of Cimmunications media, such as

| 229

confirmed the

program director an
4:00 p.m,,

————

|
|
|

| habilitation an¢| training, for one of the three
'a1th Regulation Administrat; |

ATE FORM
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residents if cluded in the sample. (Resident #2] ‘
The finding includes: |
The facility staff failed to implement Resident #2's
communication Individual Program Plan (IPP},
Observatior g on June 22, 2010, at 5:00 p.m., An In-Service training was done with all dircet 8-3-10
staff was of served holding two items (bax of care staff on 08-03-10 regarding program
szde igks a”d: lighted V‘:egl) In fr(:gt of implementation. QMRP/House Manager will
Resident #2 ang ag ing, "which one wou u . bove and alge will retrain staff on
like® Resid ant #2 was observed taking the box :;::‘:;2: :s n‘:::d :m ::1 c:m Proper
of papsiole icks ang putting them under the implementation of program as outlined. Program

would yau like*.

facility.

Interview witl) the direct staffindicated that the
’ with the popsicle sticks and

resident like 10 play
I he will usualt/ select them.

, Review of Re sident #2's |pp dated August 21,
12008, on Junz 23, 201 0, at approximately 1:00

p.Mm., reveale J a program objective which
“[the client] wii use g pitlure exchange
| exprese & nend, want. or desire s eos?

independenca within one year. Further review of
the task anah sis sheet indicated that the should

implement the: program as tollows:

|

= staff will give him a picture of the resident using
’ the popsicle s:icks or g buzzer, Ifthe regident
does not accept the pture, staff should place the

picture in his t ands;

’ ~ staff will pror yts him ta look at picture;

' s0fa, Several minutes Iater, the direct care staff
waS observed retriaving the box fram under the
sofa and asting the resident again, "which one
The resldent was observag
pushing the tems away and walking around the

system fo

Manager will cheek program implemcatation
during routinc visits.
{See Attachment E)

stated,
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V- staff will $ay the Phrase,
| sticks or by zzer,

“[the resident] has the

-{the reside 1] will hand the picture back to the
staff. if [the client] does not give the picture back,
staff should provided hand over hand assistance:

- staff will giva him e object in the picture; and
- staff will document the resident's performance,

' Interview wih the qualified menta retardation

. professional on June 23, 201 0. at approxi
1:10 p.m., confimed that the staf did not use any
plctures as t1e program instructs. There was no
evidence thst the staff Implemented Residant
#2's communication goal,

ISDﬂ' 3523.1 RESIDENT'S RIGHTS

Each GHMR 2 residence director shali ensure
I that the right: of residents are observed and
Protected in ticcordance with D.C, Law 2137, this
[ chapter, and sther applicable District and federal
‘ laws,

|

This Statute s not met as evidenced by:
Based on ocbeervations, Interviews and record
review, the tha Group Home for the Mentaily
. Retarded Perions (GHMRP) failed to cbserve
| and protect residents' rights n accordance with
: Titke 7, Chapter 13 of the D.C. Code (formerly
| called D.C, Law2-137, D.C. Code, Tile 6,
| Chapter 18) a1d other District and federal (aws
I that govern th care and rights of persons with
| mantal retard: tion, for one of the three residants
Hincluded in the sampie. (Resident #2)

i The finding includes:

1437

1500

|
|
|
|
|
|
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HRC minutes dated 6-8-10 were amended tg l 07-08-10

[ Minutes taken at meetings of the facility's HRC
for the peritd June 2009, through June 8, 2010,

| were reviewed on June 23, 2010, beginning at

1225 p.m. Review of Resigent #2's medical

| chart on June 22 201

' revesled the: following

0, beginning at 9:45 a.m.,
Orders for gedation:

an ENT appointment

scheduled fur June 7, 2010;

|- athon 3 m
| scheduled o

| - Ativan 3 my; prior to an audiology appointment.

I‘ - Ativan 3 mg prior to

J prior to a dentaj appointment
1June 2, 2010; and

j Interview wit the qualified mentaf retardation

| professional (QMRP), and further record review

| oh June 23, '010, at 3:00 P.m., revealed that

‘ Resldent #2 eceived the sedations to address

’ hi liance behaviors prior to the medical
appoimtments. Further interview with the program
director at4:00 p.m, ndicated that the HRC
discussed th: reskient's sedations, however

! there was no evidence that the HRC approved

’ the use of sadations for Resigent #2.

S non-comj

|
|
l

|
|
|
|
|

inehude the discussion and approval of client
# 2's sedations as it was reviewed at the meeting |
but not included by mistakg in the HRC sumimary
by QMRP. In-Service and review of the HRC
minutcs with QMRP by Program Manager was
conducted on 07/08/10 to include all information on[
sedation and medical appts for review by HRC
Program Managor will review minutes prior to
filing HRC minutes to ensure thet al] discussed
infermation are included in the minutes.

{Sec Attachment G1 and G2)

|
|
|
|
|
|
i
|
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